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Abstract
The purpose of this work is to understand Emergency Department (ED) clinicians’ experiences in communicating uncertainty
about ﬁrst-trimester bleeding (FTB) and their need for training on this topic. This cross-sectional study surveyed a national
sample of attending physicians and advanced practice providers (APPs). The survey included quantitative and qualitative questions about communicating with patients presenting with FTB. These questions assessed clinicians’ frequency encountering
challenges, comfort, training, prior experience, and interest in training on the topic. Of 402 respondents, 54% reported
that they encountered challenges at least sometimes when discussing FTB with patients where the pregnancy outcome is
uncertain. While the majority (84%) were at least somewhat prepared for these conversations from their training, which
commonly addressed the diagnostic approach to this scenario, 39% strongly or moderately agreed that they could beneﬁt
from training on the topic. Because the majority of ED clinicians identiﬁed at least sometimes encountering challenges communicating with pregnant patients about FTB, our study indicates a need exists for more training in this skill.
Keywords
pregnancy outcome, uncertainty, patient education, emergency medicine

Introduction
Unaddressed diagnostic uncertainty can have deleterious
effects on patient well-being and satisfaction. Patients of all
genders discharged from the emergency department (ED)
with persistent uncertainty related to their symptoms report
feelings of fear, frustration, and anxiety (1,2). They describe
lack of reassurance by normal test results in the setting of
ongoing symptoms (3,4), with some patients noting heightened fear of severe medical issues in the setting of ongoing
symptoms despite this information (2). As a result, many
patients report the intention to continue to seek care until
they receive more answers (5). For clinicians, uncertainty
has been associated with differing practice patterns (6)
including increased test ordering and charges (7).
About one-fourth of pregnant women will experience
vaginal bleeding in their ﬁrst trimester (8). In the US,
vaginal bleeding in early pregnancy represented 1.6% of all
ED visits over an 11-year period of investigation – nearly
500 000 visits per year nationally (9). Uncertainty is particularly common for pregnant patients who present to the ED

with ﬁrst-trimester bleeding (FTB). While some causes of
FTB may be non-obstetric, bleeding may occur with a
viable intrauterine pregnancy, an ectopic pregnancy, or a
miscarriage (8). Patients who presented to the ED with
FTB commonly expected an ultrasound and bloodwork to
be performed and wished to understand deﬁnitively if they
were having a miscarriage (10). Unfortunately, initial
1

2

3

4
5

6

Department of Emergency Medicine, Sidney Kimmel Medical College,
Thomas Jefferson University, Philadelphia, PA, USA
Department of Emergency Medicine, Feinberg School of Medicine,
Northwestern University, Chicago, IL, USA
Department of Psychiatry, Sidney Kimmel Medical College, Thomas
Jefferson University, Philadelphia, PA, USA
US Acute Care Solutions, Canton, OH, USA
Department of Emergency Medicine, Allegheny General Hospital,
Pittsburgh, PA, USA
College of Nursing, Thomas Jefferson University, Philadelphia, PA, USA

Corresponding Author:
Kristin L Rising, 1025 Walnut St, Suite 300, Philadelphia, PA 19107, USA.
Email: kristin.rising@jefferson.edu

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0
License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction and distribution of the work without further
permission provided the original work is attributed as speciﬁed on the SAGE and Open Access page (https://us.sagepub.com/en-us/nam/open-access-at-sage).

2

diagnostic measures of FTB are often inconclusive, leaving
clinicians unable to conﬁrm the location and/or the viability
of the pregnancy. Understandably, FTB is often quite distressing to the patient, and uncertainty appears to compound
its anxiogenic effect (10,11).
Some research exists on the adequacy of clinician training
in managing FTB and communicating a conﬁrmed diagnosis
of early pregnancy loss (EPL). Past work has examined
shared decision-making related to EPL (12), provider education about the patient impact of EPL (13), training for delivering the news of EPL (14,15), and patient perceptions of
optimal EPL communication (16,17). Uncertainty is mentioned explicitly by patients as contributing to self-blame in
EPL (18) and is noted to be present during their evaluation
(19) and after discharge (20). Uncertainty is also mentioned
by patients as a driver for return visits for re-evaluation of
EPL (21). To our knowledge, there is a paucity of literature
investigating how to communicate with patients experiencing
FTB when there is still uncertainty about pregnancy viability.
Similarly, there is little reported in the literature related to
clinician experiences managing FTB and EPL. One study
focused on the experience of clinicians within the obstetrics
community, wherein a doctor-patient relationship and continuity of care often exist (22). Another assessed the experience of ED nurses managing EPL, ﬁnding that nurses
reported feeling ill-equipped to educate and provide guidance
in EPL (23). To date, the experience of clinicians in the ED, a
frequent site of ﬁrst presentation for FTB, has not been
explored.
The purpose of this work is to understand ED clinicians’
experiences in communicating about FTB and their perceived need for further training in communication of this
topic. To accomplish this goal, we surveyed a national
sample of ED attending physicians and advanced practice
providers (APPs) across a variety of ED practice settings to
assess comfort level and perceived adequacy of prior training
for communication in the setting of uncertainty in FTB.

Methodology
This study was a survey of ED-based healthcare clinicians
designed to assess the clinician experience with communication challenges when caring for patients that present with
FTB. It was approved by the Thomas Jefferson University
Institutional Review Board (IRB) in Philadelphia,
Pennsylvania (approval #20E.747). The survey was built in
Qualtrix® software (Qualtrix, Provo, UT). A request to participate and a link to the survey was distributed via email to
all attending physicians and APPs employed by US Acute
Care Solutions (USACS) via the USACS listserv. It was
sent to a nationwide group of attending physicians and
APPs who work at their 176 clinical sites, with 3309 recipients on the listserv at the time the survey was distributed.
Participants provided written informed consent before beginning the survey. Responses were collected over a 2-month-
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period from August to October 2020. All listserv members
received one e-mail reminder to complete the survey.
The survey included basic questions about background
characteristics and demographics, including profession (physician, APP), practice setting, and years of experience
(Appendix). It also incorporated four sets of quantitative
and qualitative questions assessing clinicians’ perceptions
about their frequency encountering challenges, comfort
level, prior training, prior clinical experience, and interest
in training on the topic. These survey questions inquired
about clinicians’ comfort levels with discharging patients
with uncertainty in the setting of FTB, the type of training
that prepared them to have discharge conversations (ie,
formal training and informal training), and interest in more
formal training on this topic.
In order to draw meaningful comparisons with past literature, survey items assessing clinicians’ perceptions were
adapted from prior work by our team assessing experience
with diagnostic uncertainty among resident physicians (24).
Questions were tailored only to the extent that they became
speciﬁc to FTB; for instance, “How well do you feel your
medical school training prepared you for having conversations with patients about diagnostic uncertainty?” became
“How well do you feel your training prepared you for
having conversations with pregnant patients who are experiencing FTB or pain for whom there is an uncertain
outcome?” Piloting of survey questions was performed
among four clinicians not involved with the study to
conﬁrm question clarity and coherence. Each quantitative
survey item assessing clinicians’ perceptions had response
options using a ﬁve-point Likert scale (24). An additional
qualitative question was included after each of these items
to allow for addition of detail to explain the response selected
on the Likert scale.
We limited analysis to fully completed surveys.
Demographic and background information was tabulated
and summarized. To simplify data presentation and interpretation of results, we report ﬁve-point Likert responses in three
groupings (eg, agree/strongly agree, neutral, and disagree/
strongly disagree). Data analysis for the quantitative questions consisted of computing descriptive statistics for each
item. Distributions were examined to check for normality.
Associations between training interest and gender and profession (physicians vs APPs) were assessed with chi-square
analyses (for categorical data). One-way ANOVA was used
to compare mean years of clinical experience by training
interest level.
A multivariable logistic regression analysis was employed
to better understand the relationship between interest in additional training and demographic characteristics. For this
regression model, interest in training was dichotomized into
a two-category variable coded as “strongly disagree/disagree/neutral” [0], or “agree/strongly agree” [1] to ensure
enough participants in each group.
Open-ended responses were analyzed qualitatively. One
coder (GN) reviewed all responses and developed an initial
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code book. A second reviewer (DMM) then applied that code
book to all responses and developed (or reﬁned) codes as
needed. The ﬁnal quotes and codes and resultant themes
were presented to the research group for review and further
reﬁnement.

Results
Participant Characteristics
A total of 402 participants completed the entire survey
(response rate of 12.1%). Participants identiﬁed primarily
as male (54%) and as attending physicians (79%), with a
mean age of 42.7 years (SD = 9.5) and mean professional
experience of 12.7 years (SD = 9.3). Two participants identiﬁed as “genderqueer/nonconforming.” Nearly all (n = 394,
98%) respondents identiﬁed the ED as their primary practice
setting. See Table 1 for participant characteristics.

Survey Responses
Survey responses are summarized in Table 2. Over half
(54.0%) of respondents reported that they encountered challenges in communication at least sometimes. The majority
(84.1%) of respondents indicated that they were at least somewhat prepared for these conversations as a result of their training, with nearly two-thirds (63.9%) describing their prior
training as a combination of formal training (eg, didactics, simulation) and informal training (eg, bedside teaching and

mentorship). Most formal training about FTB was focused
on the diagnostic evaluation of the patient, rather than on communication skills. Almost all (96.3%) reported that their personal clinical experience (eg, on-the-job training) had
“Somewhat” (11.7%), “Fairly well” (55.0%), or
“Exceedingly well” (29.6%) prepared them for these discussions. Respondents were split on the desire for more training
to aid communication in this patient scenario: while 39.1%
strongly/moderately agreed that they could use formal training,
60.9% were neutral, or strongly/moderately disagreed that they
need for formal training.
The evaluation of the relationship between demographic
characteristics and desire for additional training showed
that female clinicians were more likely to desire additional
training compared to males (X2 = 5.86, P = .016). APPs
were more likely to desire additional training than attending
physicians (X2 = 11.63, P = .001). The mean years of experience for those desiring more training was 10.1 years, compared to 12.9 years among those who did not favor more
training (F(1400) = 9.43, P = .002).
In multivariable analysis, APPs were almost twice as
likely to agree/strongly agree that they needed additional
training compared to attending physicians (OR = 1.93, 95%
CI [1.13, 3.30], P = .016). For each additional year of training, the odds of agreeing or strongly agreeing with the
need for additional training slightly decreased (OR = 0.97,
95% CI [0.95, 0.99], P = .023). There was no statistically signiﬁcant difference by gender (OR = 0.88, 95% CI [0.56,
1.39], P = .58).

Table 1. Participant Characteristics.
Variable

Response

n (%) N = 402

Age, mean (SD)a
Gender, n (%)

—
Male
Female
Genderqueer/nonconforming
APP
Attending Physician
Otherb
APP, mean (SD)c
Attending Physician, mean (SD)d
Emergency Department
Urgent Care (or similar)
Inpatient
Other
Less than 20K per year
20–39K per year
40–59K per year
60–79K per year
80–100K per year
Greater than 100K per year
Yes No

42.7 (9.5)
216 (53.7)
184 (45.8)
2 (0.5)
83 (20.7)
318 (79.1)
1 (0.3)
8.4 (6.2)
12.7 (9.3)
394 (98.1)
1 (0.3)
5 (1.2)
2 (0.5)
37 (9.4)
85 (21.7)
101 (25.8)
92 (23.5)
51 (13.0)
26 (6.6)
123 (31.2) 279 (68.8)

Clinical role, n (%)

Years of clinical experience
Primary practice environment, n (%)

Annual ED visit volumee

Clinical site is ED residency training site n (%)

Abbreviations: ED, Emergency Department; APP, Advanced Practice Provider; SD, Standard Deviation.
a
Mean calculated based on data from 377 respondents, 25 respondents (6%) declined to report their age.
b
Free-text response “director.”
c
Mean calculated based on data from 83 APPs.
d
Mean calculated based on data from 318 attending physicians.
e
Data available from 392 respondents.
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Table 2. Survey Responses.
n (%) N = 402

Variable

Response Options

How often do you encounter challenges when having
conversations with pregnant patients who are experiencing FTB
or pain with an uncertain outcome?
How well do you feel your training has prepared you for having
conversations with pregnant patients who are experiencing FTB
or pain for whom there is an uncertain outcome?
Was your training …?

Never/rarely
Sometimes
Often/always
Not at all/minimally
Somewhat
Fairly/exceedingly well
Formal
Informal
Both
No training
Not at all/minimally
Somewhat
Fairly/exceedingly well

185 (46.0)
154 (38.3)
63 (15.7)
64 (15.9)
80 (19.9)
258 (64.2)
41 (10.2)
91 (22.6)
257 (63.9)
13 (3.2)
15 (3.7)
47 (11.7)
340 (84.6)

Strongly/moderately disagree
Neutral
Moderately/strongly agree

122 (30.3)
123 (30.6)
129 (39.1)

How well do you feel your clinical experience has prepared you for
having conversations with pregnant patients who are
experiencing FTB or pain for whom there is an uncertain
outcome?a
I could use formal training to prepare me to speak with pregnant
patients who are experiencing FTB or pain for whom there is an
uncertain outcome.
a

Data available from 392 respondents, 10 respondents (2%) declined to respond.

Table 3. Emerging Themes from Qualitative Analysis.
Challenges
Theme 1: Lack of deﬁnitive answer and interventions
--Patients are often seeking a clear answer about if they are having a miscarriage and/or seeking a deﬁnitive treatment to stop the bleeding and
ensure a healthy pregnancy.
• “Patients come in wanting to know if they will have a healthy child/normal pregnancy, or if they are having a miscarriage. That question is often not
able to be answered in one visit”
• “They want deﬁnitive answers that I can not give…and do not understand that the pregnancy could be currently viable but could be in the process
of miscarriage”
• “The patient understanding the uncertainty. Conveying uncertainty without too much optimism v. too much preparation for miscarriage”
• “Patient and partner requesting we must do something to stop the bleeding or provide a medication. Wanting to be seen immediately by an
OBGYN physician who can stop the bleeding immediately”
• “Patient wants odds/percentage of likelihood of miscarriage versus normal pregnancy. Pt wants to know if doing x, y, or z will worsen or improve
those odds.”
Theme 2: Patient and system factors add challenges
--Patient health literacy, language barriers and lack of follow-up add additional challenges to an already challenging situation.
• “Their lack of education, difﬁculty understanding what the test results mean”
• “Patients lacks a primary OB and so ease of follow up (ie, repeat BHCG/US) is less certain”
• “Language barrier, young and/or uneducated, cultural differences”
• “ensuring that a Spanish interpreter is correctly translating my words to a Spanish patient.”
• “Partners not understanding how female bodies work/anatomic terms.”
Theme 3: Emotional Signiﬁcance of the encounter
--In many cases FTB is a highly emotional encounter with patients expressing anxiety, shock, or grief; however, in other cases wherein a
pregnancy was not desired the emotional context is very different.
• “Trying to explain medical risks to an emotional patient in an emotional situation never sure the patient is able to truly understand our dialogue
usually spend extra and signiﬁcant time with these patients”
• “Disbelief. Fear about future pregnancies.”
• “…it’s just hard having the conversation with them…especially when they have been trying for years, etc
• “Balancing hope and reality”
• “time as patients are in shock and don’t hear anything else but miscarriage”
• “The patient’s context for the scenario makes relating information different every time. Sometimes the positive pregnancy test is the bad news.
Sometimes it’s that there might be a miscarriage. Sometimes none of it is bad news to the patient.”
(continued)
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Table 3. (continued)
Challenges
Training and Clinical Practice Preparation
Theme 4: Limited formal training on exact topic
--Comments about formal training typically referred to training around adjacent topics, that could be applied to this conversation, but not
speciﬁcally about communicating about uncertainty in FTB.
• “My training is following an algorithm for ectopic pregnancy”
• “difﬁcult conversation training is helpful”
• “Didactics approached the science side of it, while small group discussions addressed the delivery and issues with the discussion part of it.”
• “no formal training in this addressing this conversation”
• “Statistics regarding miscarriage rates and outcomes were all that I was taught. Presentation of the information was not.”
• “Good training on clinical workup (quant, ultrasound, etc), little training on these conversations.”
Theme 5: On job experience (and observation) result in iterative script development
--Many respondents cited their clinical experience and volume of patients with FTB as their main source of learning and experience for
discussing FTB.
• “Sheer force of numbers. I trained at an ED that say 100K/year”
• “For an APP this was more on the job training. Watching those who did it well and not repeating the mistakes of others as i watched them give the
news. Also, ﬁnding the correct phrasing for me. What worked and obviously what i said that did not go over well.”
• “I learned on my own with combo of learning from OB GYN and how they communicate”
• “Reading the room (patients and visitors) over 25 years”
• “See one do one teach one. “
• “after seeing hundred of early pregnancy cases one learns “scripting,” what questions to ask, how to approach the patient etc”
• “Feedback from patients on what information was most meaningful and reassuring for them.”
• “the more often you have difﬁcult conversations the more aware of pitfalls to avoid”
Theme 6: Personal experiences with FTB shaped conversations
--Approaches to discussing FTB were also notably inﬂuenced by personal experiences with FTB.
• “I experienced my own personal vaginal bleeding and (missed) ectopic which ruptured in residency.”
• “My own experience with miscarriage is probably the best thing that has prepared me for having this conversation with other women”
• “My wife had a miscarriage during my residency and my reading at that time and personal experience entirely shaped my approach. Many
patients have expressed gratitude for my approach.”
• “Just talking to patients and understanding common fears and then myself going thru a ﬁrst trimester bleed is what has prepared me the most”
• “Went through 5 years of infertility, with multiple episodes of ﬁrst trimester bleeding / loss”

Qualitative Results
There were 334 free text responses. The initial code book had
a total of 19 codes, which ultimately resulted in six themes.
Three themes related to the challenges of discussing uncertainty in FTB: (1) Lack of deﬁnitive answer and interventions; (2) Patient and system factors add challenges; (3)
Emotional signiﬁcance of the encounter. The remaining
three themes related to how training and clinical experience
had prepared clinicians for discussing FTB: (4) Limited
formal training and simulation; (5) On job experience (and
observation) result in iterative script development; (6)
Personal experiences with FTB shaped conversations.
Table 3 further deﬁnes these themes and provides representative quotes.

Discussion
In this survey of a national sample of ED attending physicians and APPs, most participants reported at least sometimes
having challenges communicating with pregnant patients
about uncertainty related to FTB. Clinicians indicated that

most formal training related to FTB was focused on the diagnostic workup rather than on communicating and interpreting
ﬁndings. For the communication training that did occur, it
was in the form of general communication skills and “breaking bad news” training. Multiple qualitative comments noted
that trial and error played a major role in developing clinical
approaches. While learning and reﬁnement from experience
are necessary, we propose that formal training in this communication skill could improve overall patient experience in this
sensitive clinical scenario.
While responses regarding the desire for further formal
training on this topic were mixed, almost 40% of respondents agreed that they would beneﬁt from more formal
training in this speciﬁc area of communication. The signiﬁcantly higher desire for training among female respondents
noted in the univariate analysis does not ultimately appear
to reﬂect differential desire for training based on gender,
but rather appears to be driven by APPs in this sample
(who have fewer years of clinical experience) desiring
more training.
The qualitative themes highlight potential areas for training on the topic that extend beyond the more generalized
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“difﬁcult conversations” training mentioned by respondents.
For example, training could teach the best approaches for
explaining the lack of deﬁnitive answers and available treatments, as well as an approach for handling the emotional
context of the encounter. There is overlap with general uncertainty communication, and existing educational materials
related to other, non-obstetric situations could be leveraged
and adapted to the FTB scenario. These might include, for
instance, the Uncertainty Communication Checklist or
simulation-based mastery learning geared towards uncertainty (25,26).
A previous study assessing emergency medicine residents’ experience with general diagnostic uncertainty provides a comparator for this study (24). In that study, 96%
of residents encountered challenges at least “sometimes”
when discharging patients with uncertain diagnoses, compared with 54% for the study herein. Desire for additional
training on general diagnostic uncertainty was 51% for the
residents in the prior sample, compared with 39% of study
recipients herein. These differences may reﬂect the more
advanced career station and accompanying clinical experience of clinicians in this sample, as well as the more speciﬁc
scenario being evaluated. While the magnitude of the perceived challenges and desire for training is less than that
studied in residents, the challenge and interest in training
remain—demonstrating that learning to effectively communicate uncertainty exists at all levels of training to some
extent. The disparity in challenges encountered and perceived need for training between these samples suggests
that training might be tailored to differing levels of experience with communicating uncertainty. For adept communicators of ambiguity, more nuanced portrayals of uncertainty
within a lesson could provide more value.
It is also imperative to consider how training providers to
communicate uncertainty improves the patient experience.
A recent systematic review of 27 studies on patient experience
with early pregnancy complication identiﬁed how disparities
in provider communication skills can be a detriment to
patient experience. It furthermore identiﬁed communication
and educational gaps for which training could be implemented
to improve the patient experience (27). The systematic review
described patients frequently expressed a desire to be “treated
as an individual person experiencing a signiﬁcant life event
rather than a common condition.” The review also identiﬁed potential interventions such as “Understandable information provision about the etiology of pregnancy” and
“Staff discussing patients’ distress” that align with the qualitative ﬁndings within this study. By constructing a training
module around these empirically identiﬁed knowledge
gaps, we can increase the likelihood that providers are prepared to address these common communicative quandaries
in practice.
Interdisciplinary guidelines for care of patients with conﬁrmed EPL (rather than undifferentiated FTB) in the ED
have been developed to improve patient care (28,29).
These guidelines recommend speciﬁc training for ED
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personnel surrounding assessment of the meaning of the
pregnancy, grief counseling, and providing culturally competent and compassionate care. These guidelines do not address
early pregnancy complications where there outcome is uncertain. While conﬁrming an EPL can be devastating to the
patient, we recommend that providers in the ED also be speciﬁcally trained to communicate uncertainty about the status
of a pregnancy in response to FTB. To our knowledge, there
has not yet been any formal training developed that is speciﬁc to this topic.
Our study has several limitations. The study may be
subject to self-selection bias since clinicians who were
more invested in this topic were more likely to participate.
This bias could have skewed our results toward a stronger
sense of lacking training and a greater perceived need for
training than exists across the population as a whole. The
survey was also speciﬁcally focused on comfort and training with FTB conversations and did not assess clinician
knowledge or patient outcomes related to FTB. In addition,
this was a mostly closed-ended survey by design with only
a few free-text response boxes, thus limiting our ability to
gain a more in-depth understanding of participants’ perspectives. Further, there is an absence of the resident viewpoint, from whom we would anticipate capturing a much
higher need for training as they have had limited opportunity to learn through the trial and error of their own experience. Notably, however, almost 40% of independently
practicing clinicians, who had practiced for a mean of 12
years, still report a perceived need for more formal training
in this speciﬁc communication skill. While the survey
received over four hundred responses, the 12.1% response
rate introduces the risk of response bias, making the results
less generalizable to the larger community of emergency
clinicians. Finally, the study was deliberately designed to
obtain the ED viewpoint; however, in some systems,
obstetrics practices and hospital systems have dedicated
clinics for urgent OB/GYN complaints that might otherwise go to the ED. Prior studies of FTB reported that the
experience of care was different when presenting to an
OB/GYN dedicated care environment rather than an ED
setting (30,31).

Conclusion
In this study, the majority of ED clinicians identiﬁed challenges in communicating with pregnant patients about FTB
and had received minimal training on this topic. Many
desired more training, with that desire being more pronounced among individuals who were less experienced and
APPs. While there has been some attention to communication with patients in the context of miscarriage or EPL
(where the outcome is more certain), we suggest that work
is needed to incorporate FTB as an area of focus for future
training as well as to ensure clear and compassionate communication. Future research can combine existing strategies for
general uncertainty communication with patient-identiﬁed
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priorities in FTB to develop a curriculum to guide ED clinicians through these difﬁcult conversations.
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Appendix: Survey Questions
General Introduction
We are conducting a research study at Thomas Jefferson
University that consists of asking you a few brief questions
about your experience caring for pregnant patients who
seek treatment for FTB or pain. We estimate that this will
take less than 5 min of your time to complete.
The purpose of this research study is to assess current
comfort level/challenges that providers experience when
having conversations with patients about uncertainty
related to the potential meaning or outcomes that may
result from their bleeding or pain.
Your participation in this study is entirely voluntary.
Any information you provide today will remain strictly
conﬁdential. Your name will not be identiﬁed or associated
with any speciﬁc responses, and it will not appear in any published materials that result from this research.
If you are willing to participate, please proceed to the following brief survey.

Survey
As you know, initial testing (bloodwork and ultrasound) is
often inconclusive in the work-up of FTB, and thus providers
are unable to conﬁrm for patients the location of the pregnancy and/or if it is viable (or a miscarriage). Questions in
this survey address this scenario.
Q1. Which best describes your primary practice
environment?
•
•
•
•

Emergency department
Urgent care (or similar)
Inpatient
Other (please specify)

Q2. Is the primary ED that you work in a site for residency
training?
•
•

Yes
No

Q2a. Which option best describes the training status of your
primary ED?
• Primary training site for an EM residency
• Secondary training site for an EM residency
• Training site for non-EM residency (eg, Family
medicine)
Q3. What is the annual volume of total patients seen in your
primary emergency department?
•
•
•
•
•
•

Less than 20k per year
20–39k per year
40–59k per year
60–79k per year
80–99k per year
Greater than 100k per year

Q4. What is your clinical role?
•
•
•
•

Attending physician
Resident physician
Advanced practice provider (NP, PA)
Other (please specify)

Q5. Department afﬁliation
•
•
•
•
•

Emergency department
Internal medicine
Family medicine
OB/GYN
Other (please specify)

Q6. Do you ever take care of pregnant patients?
• Yes
• No
Q7. What is your gender identity?
• Male
• Female
• Genderqueer/non-conforming
Q8. What is your age?
U1. How often do you encounter challenges when having
conversations with pregnant patients who are experiencing
FTB or pain with an uncertain outcome?
•
•
•
•
•

Never
Rarely
Sometimes
Often
All the time

U2. What have been some of the challenges in this scenario
(optional)

Nord et al.

U3. How well do you feel your training prepared you for
having conversations with pregnant patients who are experiencing FTB or pain for whom there is an uncertain outcome?
•
•
•
•
•

Not at all
Minimally
Somewhat
Fairly well
Exceptionally well

U3a. Was your training … ?
•
•
•
•

Formal (didactics, small group, and simulation)
Informal (bedside teaching, and mentorship)
Both
No training

U3b. Please comment on how your training prepared you for
these types of conversations (optional)
U4. How well do you feel your clinical experience has
prepared you for having conversations with pregnant patients
who are experiencing FTB or pain for whom there is an
uncertain outcome?
•
•
•
•
•

Not at all
Minimally
Somewhat
Fairly well
Exceedingly well

U4b. Please comment on how your clinical experience prepared you for these types of conversations (optional)
U5. How much do you agree with the following statement: “I could use formal training to prepare me to speak
with pregnant patients who are experiencing FTB or pain
for whom there is an uncertain outcome.”
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•
•
•
•
•

Strongly disagree
Moderately disagree
Neutral
Moderately agree
Strongly agree

U5b. Please share any other comments you have regarding
the need for formal training for this topic (optional)

Additional questions for physicians
AttQ1. Years of clinical experience (post-residency)
(required)
AttQ2. Medical School (optional)
AttQ3. Location of residency training (optional)

Additional questions for APPs
APPQ1. Practicing degree
• NP
• PA
• Other (please specify)
APPQ2. Years of clinical experience with above degree
APPQ3. Graduate school where degree was obtained
(optional)
APPQ4. Residency site where post-degree training was
completed (optional)

Additional questions for clinical role ‘other’
OQ1 How many years of clinical experience do you have
with your current practicing degree?

